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==========================

Ameloblastoma is a benign, slow growing, locally invasive odontogenic tumor.\[[@ref1]\] It is the second most common odontogenic neoplasm. It accounts for 11% of all odontogenic tumors. It occurs in all age groups but the lesion is most commonly diagnosed in the third and fourth decades.\[[@ref2]\] Exact etiology of ameloblastoma is not known. Ameloblastoma may arise from: Cell rest of enamel organ either remnant of dental lamina or remnant of Hertwigs sheath; epithelium of odontogenic cyst; and disturbances of developing enamel organ.\[[@ref3]\] The tumor frequently develops in the mandible (80%), maxilla (16%) while peripheral adamantinoma located in the soft tissue account for remaining 4%.\[[@ref4]\] In the mandible, it frequently involves molar and mandibular angle (70%), premolar (20%), and rarely anterior region (10%).\[[@ref4]\] The tumor is usually asymptomatic, painless, and present with bony deformity. Wide surgical excision with adequate safe margins is the treatment of choice. We present a rare case ameloblastoma of anterior mandible arising from symphysis. Segmental resection of mandible was done and stabilized with reconstruction plates.

C[ASE]{.smallcaps} R[EPORT]{.smallcaps} {#sec1-2}
=======================================

A 60-year-old lady reported to the Department of Oral and Maxillofacial Surgery (OMFS) with chief complaint of swelling at anterior region of mandible since 6 months. Patient gave history of trauma at chin region due to Road Traffic Accident (RTA) 3 years back. At that time, patient was conservatively managed by some private clinician. After 6 months of trauma, patient noticed an extra oral swelling over anterior mandible with pus discharge intraorally. After 1 year of time, patient noticed loosening of mandibular anterior teeth. Patient again went to a private clinician where she was again conservatively managed with medication. Since past 2 years pus used to appear intermittently from same place, which used to stop on use of antibiotics. But since last 6 months, there is gradual increase in swelling of anterior mandible for which patient reported to OMFS department where patient was examined, evaluated and incisional biopsy of lesion was done which was suggestive of ameloblastoma. Then patient was admitted to OMFS ward for further management.

Extra-oral inspection showed a large swelling in anterior region of mandible over chin area crossing midline, measuring approximately 8 × 7 cm in size. Face was asymmetrical, deviated towards left. Scar mark was present over right side of chin. Color of the overlying skin was normal. On palpation, the swelling was bony hard. It was non-compressible, non-fluctuant, and slightly tender. Temperature of overlying skin was normal. Swelling extends to involve bilateral body of mandible \[[Figure 1](#F1){ref-type="fig"}\].

![Extraoral photograph of patient](NJMS-5-47-g001){#F1}

Intra-oral inspection showed a large swelling seen involving buccal vestibule, floor of the mouth, and lower alveolus region. Mouth opening was adequate. On palpation, intraoral swelling was hard and mild tender. Sinus opening with respect to lower right and left canine (may be socket of teeth). There was bleeding from lower left canine region on palpation \[[Figure 2](#F2){ref-type="fig"}\].

![Intraoral photograph of patient](NJMS-5-47-g002){#F2}

Incisional biopsy revealed epithelial islands admixed with fibrocollagenous tissue. Outermost layer of epithelial island was composed of tall columnar cells with polarization of the nuclei away from the basement membrane. The central portion of the island was composed of loose network of cells showing squamous metaplasia \[[Figure 3](#F3){ref-type="fig"}\].

![Histopathological picture](NJMS-5-47-g003){#F3}

Orthopantomogram (OPG) of mandible showed multilocular expansile lytic lesion involving the symphysis and bilateral body of mandible. All mandibular teeth were lost except one molar tooth on either side \[[Figure 4](#F4){ref-type="fig"}\].
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Computed tomography (CT) scan revealed: Plain and contrast axial and coronal CT scans of face region revealed large multiloculated cystic expansile lesions arising from symphysis menti and bilateral body of mandible, and extending up to bilateral angle of mandible. Margins of the lesions were sclerotic and scalloped. Overlying all mandibular teeth was lost except one molar tooth on either side. Bilateral masseter muscles and tongue was normal in CT attenuation and dimensions. No obvious cervical lymphadenopathy \[Figures [5](#F5){ref-type="fig"} and [6](#F6){ref-type="fig"}\].
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On the basis of above findings, resection of mandible and reconstruction with reconstruction plate was planned, under general anesthesia. The mandible was resected bilaterally at the body. The specimen was taken out and the defect was reconstructed using reconstruction plate. The genioglosus and the geniohyoid muscles were tied to the reconstruction plate and the incision was closed \[Figures [7](#F7){ref-type="fig"}--[9](#F9){ref-type="fig"}\].
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Histopathological findings of excised specimen confirmed the diagnosis of ameloblastoma.

D[ISCUSSION]{.smallcaps} {#sec1-3}
========================

Ameloblastoma or admantinoma is a benign odontogenic tumor of epithelial origin. It was described in 1827 by Cusack and designated as an adamantinoma in 1885 by the French physician Louis-Charles Malassez and renamed as ameloblastoma in 1930 by Ivey and Churchill.\[[@ref5]\]

Ameloblastoma are seen in wide range of age but are usually diagnosed between the 4^th^ and 5^th^ decades of life except in unicystic variety (20-30 years). No gender predominance is noted.\[[@ref6]\] However, some workers have seen involvements of females frequently.

Etiology of ameloblastoma is unknown. In most cases, ameloblastoma are usually asymptomatic and found on routine x-rays; when they attain considerable size then they present with jaw expansion. They may cause displacement of tooth or root resorption. In our case, patient had lower jaw swelling with bony deformity and gradual spontaneous fall of lower central incisor and canine teeth, difficulty in chewing of food.

Radiologically, ameloblastoma are osteolytic, being usually lucent and frequently multilocular with well-defined sclerotic margins which may appear scalloped or expand the cortical plate, tooth roots may move or be resorbed.\[[@ref7]\] Approximately, 80% of the tumors are found in the mandible.\[[@ref8][@ref9]\] The maxilla is infrequently affected. It occurs in the posterior maxilla in 98% of cases and anterior in 2%. The molar/ramus area is the most frequently involved in Japanese\[[@ref10][@ref11]\] and Whites\[[@ref12]\] more than 70% of the ameloblastomas involve this region. In blacks, ameloblastomas occur more frequently in the anterior region of the jaws.\[[@ref12]\]

These are histologically classified into follicular, granular, plexiform, desmoplastic, basal cell, and acanthomatous variety.\[[@ref13]\] Diagnosis is usually made by fine needle aspiration, which reveals palisaded basal cell layer with stellate reticulum like epithelium. Differential diagnosis of ameloblastomas includes calcifying epithelial odontogenic tumor (CEOT), odontogenic myxoma, central giant cell granuloma, or ameloblastic fibroma.

Different treatment modalities are surgical excision, enucleation, curettage, cryotherapy, radiotherapy, and chemotherapy. Wide surgical excision with safe margins is the preferred treatment method. Surgical excision is treatment of choice and involves complete removal of tumor with negative margin of 15-20 mm.\[[@ref4]\]

Ameloblastomas are well-known for its recurrence. Lau *et al*., reported that recurrence rates were 3.6% for wide resection, 30.5% for enucleation, and 16% for enucleation followed by use of Carnoy\'s solution.\[[@ref14]\] Several factors influences in rate of recurrence which includes clinicopathological variant of tumor, anatomic site, safe margins during surgery, and histological variant. There are three variant of ameloblastoma designated as solid or multicystic or conventional, unicystic, and peripheral. The solid variety has the greatest propensity for local infiltration and recurrence.\[[@ref2]\] The dense cortical bone of the mandible prevents the tumor from spread than maxilla.\[[@ref15]\] Inadequate surgical margins are frequent cause of recurrence. Treatment of ameloblastoma by curettage leave small tumor island in bone, which may later cause recurrence.\[[@ref16]\]

Role of radiotherapy, as a useful treatment modality in case ameloblastoma, is not established.\[[@ref17]\] Role of chemotherapy is not yet well-defined, however, few reports showed little response with Cisplatin and Paclitaxel.\[[@ref18]\]

Malignant transformations of ameloblastoma are rarely seen, accounting for less than 1% of cases. Malignant ameloblastoma may arise *de novo* or transformation of pre-existing ameloblastoma. Most common site of spread are lung, cervical lymph nodes, and rarely brain.\[[@ref19]\]

Due to high rate of recurrence of ameloblastoma, long-term follow up is recommended for more than 10 years. Regular follow up of the patient should be done, irrespective of the treatment done.
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